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Thousands of years ago, people believed that mind and body were united and 
that illness, whether physical or mental, was caused by the presence of evil spirits 
(Kaplan 1975 ). Through the centuries, this perspective has changed to eventually 
reappear in the twentieth century. The ancient philosophers, namely Aristotle and 
Plato, were the first to separate body from mind. The dualism of body and mind 
was further developed by Rene Descartes in the seventeenth century (Marx and 
Hillix 1963). Indeed, the works of Descartes laid the foundation for a contempo-
rary medical approach called the biomedical model, which for over 300 years 
explained illness as an infirmity of body caused by a disturbance of physiological 
processes (Descartes 1956 ). Somatic illness in Descartes' theory was, therefore, 
completely separated from psychosocial processes of the mind. Consequently, the 
biomedical model has reduced illness to a single-factor problem of biological 
malfunction, with its greatest flow being ignorance of a patient's attributes as a 
human being and reducing a person and their psychosocial circumstances to 
physico-chemical terms (Engel, GL 1960, 1977, 1980). 
While the biomedical model may certainly work well in addressing acute health 
problems, it fails at addressing chronic issues. Thus, responding to the rising 
incidence of chronic illness worldwide, and thanks to the works of Sigmund 
Freud (Breuer and Freud 1936; Freud 1922), Flanders Dunbar (Dunbar 1955) 
and Franz Alexander (Alexander 19 52) in the twentieth century, the biomedical 
concept of illness began to change and the biopsychosocial model was born. The 
new model has implied the interplay of biological, psychological and social fac-
tors in causation and experience ofan illness (Engel, GL 1977, 1980). It has also 
emphasised the patient-doctor relationship as an important factor in the thera-
peutic outcome, and refocused medical care from the doctor to a patient, with 
the term patient-centred care being coined and the interdisciplinary approach to 
managing chronic illness promoted, in which the practitioner is expected to be 
aware of the biopsychosocial factors contributing to illness (Engel, GL 1997). 
The definition of health and illness has also changed. Health has begun to be 
understood as something that one achieves through multi-level actions rather 
than a steady state (Taylor 2006 ). 
At the same time when the biomedical model started losing its glory in favour 
of the biopsychosocial approach to health, significant changes have happened in 
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the understanding of the gastrointestinal illness. In the common knowledge 
expressions such as 'butterflies in the stomach' or 'having a gut feeling' had 
existed long before the concept of the brain-gut-axis (BGA) was developed 
(Mayer 2011). The term 'nervous diarrhoea' appeared in medical texts in the 
mid-1800s, while in the early twentieth century Cannon speculated that mental 
distress may contribute to disturbed digestion (Cannon 1909). Psychological 
conflict was considered to be at the core of the subtype of inflammatory bowel 
disease (IBD), ulcerative colitis (UC), in the 1930s, partly thanks to Cecil 
Murray's published case reports and partly due to the fashion of that time and the 
development of psychoanalysis. Engel, the father of the biopsychosocial model, 
also contributed to the psychodynamic view of UC (Engel, GL 1955, 1956; 
Engel, CC et al. 1996; Glaser and Engel 1977). This view has started changing 
in line with the new developments in immunology and better understanding of 
the differences between organic (such as IBD) and functional gastrointestinal 
disorders (FGiDs) [such as irritable bowel syndrome (IBS)]. For some time the 
psychological aspect of IBD was lefr afield, while at the same time, thanks to the 
pioneering work of Douglas Drossmann and colleagues, the role of psychological 
factors such as life stressors, coping or social support in explaining aetiology and 
course ofFGiDs became appreciated (Drossman 1998; Drossman et al. 1999). 
There is substantial evidence that stress plays a pervasive role on human psycho-
logical and physiological wellbeing and quality oflife (QoL). For example, it is well 
established that stress can both cause and maintain many psychological conditions 
(American Psychiatric Association, American Psychiatric Association, DSM-5 Task 
Force 2013; World Health Organization 1992, 1993) and Jinks to many physiolog-
ical illnesses including cardiovascular disease (Glazier et al. 2013; Steptoe and Kivi-
maki 2012) and immunological conditions such as multiple sclerosis (Artemiadis et 
al. 2011). This has also led to the birth of several new interrelated research fields 
relevant to gastroenterology, including psychoneuroimmunology and neurogastro-
enterology. Each of these fields has helped to explore and further clarify the com-
plex process associated with the BGA. Only more recently have we had the ability 
to explore the complex interplay between psychological processes, diet and micro-
biota. Despite being in its infancy, this research is showing that the onset of IBD, 
and the ongoing inflammatory processes involved in IBD, may be due to a complex 
interplay between genes, gastrointestinal microbiota, diet, psychological process, 
stress and environmental fuctors (Bonaz and Bernstein 2013; Mawdsley and Rampton 
2006; Nanau and Neuman 2012; Neuman and Nanau 2012). 
Evidence for the role of stress and gastrointestinal conditions is now becoming 
clearly delineated. In 1833, William Beaumont published the first scientific explo-
ration into the influence of stress on the gastrointestinal tract (Beaumont 1833; 
Beaumont and St. Martin 1834; Myer and Beaumont 1981). In this seminal 
work, Beaumont observed the changes of gastric secretions in a patient, Alexis St. 
Martin, who had a gastrocutaneous fistula (due to a gunshot wound). Beaumont 
identified that when St. Martin experienced strong emotions, such as anger, it 
resulted in a reduction of gastric secretions. Since this time, there has been a rapid 
expansion of research exploring stress and its impact on gastrointestinal conditions. 
xx Preface 
However, as noted earlier, while FGiDs have received significant scientific enquiry 
in relation to the role of psychological factors, such as stress and mental health 
processes, much less has been undertaken within the area oflBD. The biopsycho-
social approach to inflammatory bowel disease is thus a relatively new area of 
study. 
Of the research conducted to date, there is mixed evidence for the role of stress 
in IBD activity. For example, while monitoring 62 ulcerative colitis patients in 
remission for up to 68 months, Levenstein and colleagues (Levenstein et al. 
2000) found that long-term, but not short-term stress exacerbated the risk of 
relapse. In contrast, several other studies have found no relationship between 
stressful events and disease onset or flare-ups in IBD activity (Lerebours et al. 
2007; Lix et al. 2008; Singh et al. 2009). Many reviews (Bonaz and Bernstein 
2013; Mawdsley and Rampton 2005, 2006; Triantafillidis et al. 2013) exploring 
the role of stress in IBD onset and progression have suggested that while there is 
anecdotal evidence from both patients and gastroenterologists that stress can play 
a role in IBD, the evidence is not clear, although there seems to be a growing 
consensus that stress may play a role. In a review of 11 longitudinal studies 
exploring the role of stress and depression on IBD, Rampton ( Mawdsley and 
Rampton 2005; Rampton 2009) concluded that most of these studies provided 
evidence that stress and/ or depression did have an adverse impact on IBD activ-
ity, although evidence for the possible beneficial role of stress-management for 
patients with IBD is limited. Given that there is strong evidence for high rate of 
psychological distress in patients with IBD ( Costal and Chaves 2006; Filipovic 
et al. 2007; Graff et al. 2006; Jones et al. 2006; Knowles et al. 2011; Kunzendorf 
et al. 2007; Moser 2006; Porcelli et al. 1994, 1996; Walker et al. 1996) and that 
psychological conditions, particularly depression, have been shown to be associ-
ated with increased probability of relapses in IBD (Rampton 2009), understand-
ing these processes, and the development of integrated healthcare strategies are 
essential. 
Shifts in the medical curricula worldwide commencing in the 1980s have 
meant that the latest generations of medical students have become increasingly 
exposed to the medical humanities (Benbassat et al. 2003; Cohen et al. 2000; 
Eaton 1980; Gordon 2005; Jasnoski and Warner 1991; Satterfield et al. 2004). 
Yet, there are few resources available in gastroenterology. Similarly, in psychiatry 
and psychology the complexity of conditions such as IBD is rarely appreciated yet 
the incidence is rising and more and more mental health professionals will be 
faced with opportunities to support GI patients. We hope that with this book we 
will be able to contribute to professional development of health professionals 
working with people living with IBD. 
The rationale for the book 
Due to the significant physical and psychosocial impact of IBD on QoL and 
the inter-relation between somatic and psychological symptoms, a holistic 
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team-based approach is needed in IBD clinics worldwide. In addition to gastro-
enterologists, surgeons, IBD-nurses and stoma-nurses, psychologists, psychia-
trists, immunologists, social workers, and dieticians are now often involved in the 
ongoing support of individuals who live with IBD. Thus, the objective of this 
book is to bring together world experts who practice an integrated and holistic 
approach in their care for IBD patients and to provide reviews of the literature 
across a range of topics associated with the biopsychosocial treatment of IBD. 
Each chapter will provide an up-to-date comprehensive consolidation and 
evaluation of the current literature. This review will provide practical recommen-
dations that can then be applied by the reader in their own interaction with 
IBD patients. 
Key themes of this book will include: (i) current understanding of the interre-
lationship of the neurological (e.g. brain-gut-axis) and biological aspects (e.g. 
microbiota) of IBD and psychological processes; (ii) identifying the common 
concerns and issues individuals with IBD face in relation to pre- and post-diagnosis, 
ongoing medical decisions and interventions; (iii) exploring the differences and 
challenges associated with IBD across individual lite-stages; (iv) reviewing the 
current evidence for psychosocial interventions associated with IBD; and (v) pro-
viding recommendations in relation to future directions of psychosocial work in 
a multi-team environment and ongoing research in IBD. 
The structure of the book 
Each chapter in this book is guided by the biopsychosocial approach reviewing 
the current literature and providing practical recommendations that readers 
can use within their own protession/IBD treating team. To help delineate 
and cover the multiple theoretical and practical aspects of the biopsychosocial 
approach to IBD and patient care, the book has been organised into three 
key parts. 
Chapters 1 to 5 of the book explore the biological and clinical topics consistent 
with the biological bases of the biopsychosocial model. Chapters 6 to 16 explore 
the psychosocial dimension of the model through the examination of special IBD 
populations and exploring various important psychosocial aspects associated with 
IBD (e.g. sexual health, pregnancy, medical care and surgery, and fatigue). Finally, 
Chapters 17 to 24 focus on providing solutions and overviews of therapeutic 
approaches (e.g. psychotherapy, antidepressants, alternative and complementary 
therapies) and a review of suggested future directions in IBD, including new 
approaches to overall care delivery (i.e. eHealth and integrated medicine). 
The application of common themes and practical recommendations through-
out this book as well as the world recognition of the contributing authors ensures 
it has applicability to treatment, research, and teaching. 
Simon R. Kn01vles and Antonina A. Mikocka-Walus 
Melbourne and York, April 2014 
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